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stent placement 
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lliac compression syndrome is usually diagnosed uring the third and fourth decades of 
life when the patient has iliofemoral deep vein thrombosis. Catheter-directed thrombolytic 
therapy is an accepted method of  treatment for iliofemoral deep vein thrombosis, which 
has been reported to afford greater success with clot dissolution than with system therapy. 
Although this method is not new, this is the first case, to our knowledge, reporting 
successfill treatment of  computerized tomographically demonstrated iliac compression 
syndrome with stent placement after lysis and insufficient response to balloon angioplasty. 
(J VAsc SURG 1995;21:510-4.) 
The iliac compression syndrome (ICS) was first 
described by Cocket t  and Thomas 1 in 1965. Its 
anatomic cause is believed to be compression of  the 
left common iliac vein against the pelvic brim, as it 
traverses dorsal to the right common iliac artery. 
Direct venous reconstruction or femorofemoral  
venous bypass has been advocated, 2 3 with a 75% to 
85% success rate described; however, this entity may 
go undiagnosed because of  poor  response to standard 
therapy, relegating most  patients to chronic venous 
congestion and postphlebitic syndrome. A recent 
report by Okrent et al.4 described treatment with 
thrombolyt ic therapy and balloon angioplasty, but 
ICS was not definitively diagnosed radiographically 
in that case. This report features successful treat- 
ment  and 6-month fol low-up o f  computed tomo- 
graphically demonstrated ICS with catheter-directed 
thrombolysis and stent placement. Stenting was 
deemed necessary because of  severe elastic recoil, 
presumed to be caused by fibrous bands or compres- 
sion by the overlying common iliac artery. 
CASE REPORT 
A 51-year-old man was seen with a painful, swollen left 
leg. The patient had been treated with heparin and war- 
farin at another facility for deep venous thrombosis 
involving the iliofemoral system approximately 3 weeks 
before admission. He was seen in our institution complain- 
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ing of continued left leg pain and swelling and taking 
therapeutic anticoagulants. His initial symptoms occurred 
after a 2-hour plane ride, but on further questioning a
history was elicited of left lower leg swelling that he had 
first noticed approximately 10 years ago that has recurred 
intermittently since then. He had sought medical attention 
at that time and was told that he had varicose veins. His 
treatment hen consisted of elastic stockings and leg 
elevation. 
On admission to our facility, a venogram of the left leg 
demonstrated a normal femoropopliteal system. The left 
external iliac vein was not seen but extensive pelvic 
collaterals were visualized. Computed tomography of the 
pelvis showed extensive thrombosis involving the left iliac 
venous system (Fig. 1, A). Right common iliac artery 
compression of the left iliac vein from the right common 
iliac artery was also demonstrated (Fig. 1, B). 
The patient was treated with heparin, warfarin was 
reversed, and catheter-directed thrombolytic therapy was 
initiated. Initial contralateral common femoral vein access 
failed to allow crossing into the left iliac vein. Ipsilateral 
common femoral vein access was then achieved. Injection 
of contrast material initially demonstrated a large pelvic 
collateral vein (Fig. 2,A) and thrombus within the left iliac 
vein (Fig. 2, B). A Meweissen 5F infusion catheter was 
placed in the thrombus and a 200,000-unit urokinase bolus 
was administered. The patient was treated with a systemic 
heparin infusion at 800 units/hr, and a 4000 unit/min 
intrathrombus infusion regimen of urokinase was initiated 
for 4 hours after which the dose was decreased to 2000 
units/min. Fibrinogen, partial thromboplastin time, pro- 
thrombin time, hemoglobin, hematocrit, and platelet 
counts were measured every 8 hours. The patient was also 
placed in a monitored unit. 
Seventeen hours after the initiation of urokinase 
thrombolytic therapy, iliac venography revealed persistent 
thrombus within the left iliac venous system (Fig. 3, A). 
An additional 6-hour 4000 units/min urokinase infu- 
sion was then administered. A total dose of 4.2 million 
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Fig. 1. A, Thrombus is noted in left iliac vein (arrow). Collaterals are s en in retroperitoneum 
(arrowheads). B, Compression of common left iliac vein from right common iliac artery is noted 
(arrowhead). 
units urokinase was used. Repeat venography showed 
resolution of the thrombus and narrowing of the common 
iliac vein. Bands, webs, or possible residual thrombus 
was also noted at the level of the stricture (Fig. 3, B). 
With angioplasty balloon catheters, sequential dilations 
were performed to 12 mm through the area of the 
stricture with the vein demonstrating persistent nar- 
rowing. Because stents are approved devices, but not 
for this application, informed consent was obtained from 
the patient before the procedure. Considering the residual 
stenosis and presence of collateral veins, two premounted 
Palmaz (model Pa08M; Johnson & Johnson, New Brtms- 
wick, N.J.) intravascular stents were placed in tandem in 
the left common iliac vein and dilated to 10 mm 
(Fig. 4, A). Although the common lilac vein is normally 
larger than 10 mm, the area of stenosis was underdilated, 
becausc of the concern for overdistension and rupture 
of the stenotic area. Migration of underdilated venous 
stents has been reported. A repeat venogram demon- 
strated markedly improved transiliac flow into the inferior 
vena cava without visualization of the collateral veins 
(Fig. 4, B). 
The patient's ymptoms improved ramatically and he 
was discharged taking warfarin. Six weeks and 6 months 
later, duplex ultrasonography showed patency of the 
stented iliac vein with phasic Doppler flow. The patient has 
reported no further symptoms, with continued resolution 
of the left leg edema during a 6-month period, and he 
continues to take warfarin. Ultrasound evaluation was 
successful because of the patient's asthenic build and ability 
to localize the stent in real time. Doppler interrogation was 
then performed through the interstices of the stent. 
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Fig. 2. A, Large collateral (arrow) is seen without visualization of left iliac vein. B, Thrombus 
is seen in left iliac vein (arrowhead). 
DISCUSSION 
ICS is usually seen in patients during the third and 
fourth decades of life, after prolonged immobiliza- 
tion or pregnancy and when they are seen with il- 
iofemoral deep vein thrombosis. 13 The cause is not 
fully established, although it is postulated that intra- 
venous bands or synechiae form at the site of extrinsic 
compression by the right common iliac artery, which 
facilitates the formation of thrombus) -a'5,6 Tradi- 
tional treatment of iliofemoral thrombosis includes 
intravenous heparin, followed by oral warfarin, in 
hopes of preventing the long-term sequelae of post- 
phlebitic syndrome. Systemic thrombolytic therapy 
has been described to include streptokinase or uroki- 
nase, although potential adverse vents including al- 
lergic reactions (with streptokinase) and bleeding 
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Fig. 3. A, Extensive collaterals are still noted (arrows), along with clot (arrowhead) within 
common iliac vein. B, Bands, webs, or residual thrombus is noted within left common iliac vein 
(arrow). 
Fig. 4. A, Palmaz intravascular stents within left common lilac vein (at site of narrowing) 
(arrows). B, Injection of contrast material shows preferential flow through stented left common 
iliac vein (arrows). 
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complications limit its use. 7,8 Surgical treatment; 
with venous thrombectomy and construction of arte- 
rial venous fistulas, has also been advocated but not in 
patients with ICS. 9,1° Catheter-directed thrombolytic 
therapy is an accepted method of treatment hat al- 
lows a locally higher dose ofurokinase to be delivered 
into the thrombus. Molina et al.n reported 12 cases 
of catheter-directed lytic therapy for iliofemoral deep 
vein thrombosis. Eleven patients were treated suc- 
cessfully, with an unidentified number undergoing 
balloon angioplasty with or without stenting. Long- 
term patency (> 3 months) was not measured. No 
patient had evidence of Cockett-Thomas syndrome as 
noted in our report. 
In this case, catheter-directed thrombolytic 
therapy was favored over systemic therapy because 
it was believed that the well-developed collateral 
vessels would have diverted systemically delivered 
thrombolytic agent away from the thrombus and 
the age of the thrombus was a concern. Throm- 
bolytic therapy was used to treat the iliofemoral 
deep vein thrombosis and angioplasty with stent 
placement to manage the ICS. This case differs from 
others cited n13 in that ICS was diagnosed with 
computed tomographic scanning, was managed suc- 
cessfully with the regimen reported, and demon- 
strates continued patency at 6 months by both 
continued good clinical response and duplex ultra- 
sound examination. This form of therapy appears 
promising and deserves further investigation with 
continued follow-up and additional cases. 
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